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at www.jvascsurg.org.INVITED COMMENTARYDr Michael C. Dalsing, Indianapolis, Ind
The quest for a substitute venous valve, which would function
long-term and be readily available, has been extensive and often
fruitless. A variety of synthetic, allograft, and even xenograft ve-
nous valves have been manufactured but to date have not been
clinically successful. The only sporadically reported successes have
been with valves made from autologous venous tissue obtained
from distant sites or possible only under very restrictive conditions.
Dr Maleti and his associates have found a way to use readily
available local autologous tissue (the inner vein wall even when
postthrombotic) and a very delicate surgical technique to fashion,
in most cases, a monocusp venous valve. The patients chosen to
undergo this procedure had failed many other attempts to heal
persistent venous ulcers and represent only about a tenth of such
patients his group were treating. In the first series, the valve was
dissected and the vein closed. Although 16 of 19 ulcers healed, the
authors noted that six neovalves demonstrated reflux within a few
years. Innovation requires observation and the imagination to
envision a solution. Since the problem seemed to be re-adherence
of the valve to the vein wall, two sutures were placed to keep thereflect more closely the normal physiologic position of a venous
valve. The result has been a dramatic improvement in the neovalve
competency rate from 1.6/100 patient months to 9.2/100
patient-months and an improved clinical ulcer healing rate of
nearly fourfold.
Who would have thought that the vein wall could be dissected
to make a flap resembling a valve without having the flap immedi-
ately resticking to the wall or result in complete venous thrombo-
sis? Obviously, neither occurs inmost cases and the authors had the
insight and courage to test the hypothesis. The illustrations are
superb, instructive, and clearly demonstrate the thickened post-
thrombotic vein being worked on. The authors demonstrate the
correct position to place sutures to keep the valve in the semi-open
position. The results are well presented, concise, and confirm the
fact that the neovalve works to prevent venous reflux and improve
the clinical condition. I applaud the authors for an innovative
approach to a very difficult clinical problem and for the scientific
method employed in investigating the results. Adoption of the
technique and confirmation of the results by other venous sur-
geons remains the final step for this new surgical technique.
